Key MessagesA focus on health systems software, including values, norms, interests, ideas and relationships, is widely considered foundational to health policy and systems research (HPSR).The HPSR evidence-base on social values is substantive and spans a wide variety of areas of work within the field.Problematically, there are significant gaps in the evidence-base with respect to low-income country contexts and rigorous empirical work focusing on values.Strengthening the evidence-base will require channelling resources into low- and middle-income countries to enable locally lead production of evidence utilizing (often resource-intensive) social science methodologies. Continued conceptual and theoretical work is needed but should be based on empirical evidence from diverse contexts.

"*In addition to these concrete and tangible expressions of health systems, the 'software'---by which we mean the ideas and interests, values and norms, and affinities and power that guide actions and underpin the relationships among system actors and elements---are also critical to overall health systems performance* ([@czaa038-B120], p. 2)."

Introduction
============

It has long been recognized that health systems are social systems in which values constitute a key determinant of system change ([@czaa038-B37]; [@czaa038-B78]; [@czaa038-B109]). In the past, the understanding that health systems change is values-driven led many to question the utility of research on the organization and delivery of health services ([@czaa038-B78]) (see also [@czaa038-B88]). If changes in the system are dependent on changes in social values, rather than by research-informed intervention, it was argued and then, while research may offer *post hoc* explanations for system change, it cannot generate improvement in the same way that clinical research improves the practice of medicine ([@czaa038-B94]; [@czaa038-B78]; [@czaa038-B109]). Over the last 25 years, however, health policy and systems research (HPSR) has emerged as a distinct field of study, contributing to health systems development and improving health outcomes by providing a deeper understanding of the social structures and institutions through which health services are delivered ([@czaa038-B106]; [@czaa038-B141]; [@czaa038-B11]). As the field of study develops, theory, empirical evidence and research methodologies are emerging that reveal the role of values in health system change and may begin to indicate strategies for effective intervention.

The term 'values' is sometimes used to denote individual preferences ([@czaa038-B117]); however, within HPSR, and for the purposes of this paper, 'values' refers to the foundational normative beliefs *underlying* those preferences. In this sense, values, such as equity or autonomy, are abstract, or trans-situational, collective or cultural ideas 'about what is deemed to be good or bad by a society' ([@czaa038-B48], p. 20) that act as rationales for attitudes, motives and behaviours ([@czaa038-B117]).

Because they are collectively or culturally generated and held, values are relatively stable and change resistant ([@czaa038-B123]; [@czaa038-B48]). For the same reason, while values can be held individually and shape individual behaviour, they are also socially constructed and are often considered as characteristics of organizations and institutions, cultures, communities and societies ([@czaa038-B111]; [@czaa038-B110]; [@czaa038-B68]; [@czaa038-B90]). Dominant values will therefore vary from country to country ([@czaa038-B108]).

A values-orientation has been foundational to the field of HPSR throughout its emergence and remains strongly evident in HPSR today ([@czaa038-B51]; [@czaa038-B120]; [@czaa038-B121]). Because health systems are understood in HPSR to be social systems, shaped at all levels by human agency and embedded in social and political contexts ([@czaa038-B54]), values are recognized as an important dimension of health systems and health system change and HPS researchers understand themselves to be producing 'contextually relevant, values-driven research knowledge \[for\] people centred health systems' ([@czaa038-B121], p. ii4).

In addition, the field is shaped by a 'systems thinking' perspective and therefore frames the health system as a complex network of 'hardware' elements (structures, organizations and technologies) and 'software' elements (people, relationships, cultures and values) and emphasizes the interactions and interrelationships between these systems elements and between systems and their social and political contexts ([@czaa038-B12]; [@czaa038-B36]; [@czaa038-B120]; [@czaa038-B51]).

Researchers in HPSR also pay close attention to the behaviours, norms, communications and relationship between actors and actor groups---acknowledged to be shaped by personal and shared values ([@czaa038-B56]; [@czaa038-B86])---and to issues of equity, social justice, human rights and responsiveness to the needs and preferences of communities ([@czaa038-B59]; [@czaa038-B83]; [@czaa038-B55]).

[@czaa038-B119]) argue that influencing real-world change through HPSR necessitates understanding health systems as social and political constructs, foregrounding human agency and values and paying particular attention to context. In doing so, HPS researchers are able to understand the influence of values and generate knowledge with the potential for real-world impact. HPSR can also, therefore, contribute to promoting certain values within heath systems by 'exploring the societal relevance and purpose of systems and interventions' ([@czaa038-B120], p. 4) and 'generating new knowledge to advance particular health systems goals' ([@czaa038-B101], p. 891).

As a result of this values-orientation, discussion of values pervades the HPSR literature and evidence-base. Values are highlighted in theoretical frameworks (see more below), such as the popular Health System Dynamics Framework (HSDF) ([@czaa038-B131]), and commonly applied in conceptual tools and heuristic devices such as the hardware/software distinction referenced above ([@czaa038-B120]).

Values are also used to make sense of health systems change. For example, values are said to explain global trends in health system financing---as in [@czaa038-B135], who argue that 'severe economic constraints and shifts towards neo-liberal values...have led to cuts in public health services...increased charges for health care, and liberalization of the health sector to promote private sector development' (p. 353). In fact, many theories of health policy change recognize that decision-makers are not entirely 'rational' actors and, therefore, decision-making requires trade-offs between competing values, interests and beliefs ([@czaa038-B8]; [@czaa038-B82]; [@czaa038-B76]). Values are understood to shape policy-maker and public understandings of policy problems and the range of feasible or acceptable solutions to those problems ([@czaa038-B54]), such as in the case of the formulation of policies to control the marketing of alcoholic beverages in South Africa, where various forms of evidence were accepted by different actors depending on their values and interests ([@czaa038-B19]).

Values are also understood to shape collaboration between individuals in the health system and across health system dimensions through the establishment of trust, legitimacy, shared norms and ways of working ([@czaa038-B22]) and therefore affect whether and how policies are implemented ([@czaa038-B58]). Similarly, health system governance and management practices are acknowledged to be shaped by values ([@czaa038-B41]).

Perhaps to delineate between values understood as individual preferences and values understood as socially constructed, much of the HPSR work on values uses the concept of 'social values' ([@czaa038-B122]; [@czaa038-B31]; [@czaa038-B72]; [@czaa038-B73]), or related ideas such 'dominant values' ([@czaa038-B70]; [@czaa038-B40]; [@czaa038-B3]), or 'political values' ([@czaa038-B62]; [@czaa038-B74]; [@czaa038-B26]). For example, [@czaa038-B31] note that health priority setting requires a combination of technical judgements and social value judgements. Similarly, [@czaa038-B28] note that for an idea to become a feasible policy solution, it must be consistent with dominant social values and [@czaa038-B95] critique the unthinking application of economic evaluation techniques on the basis that it imposes a set of values out of sync with those held by most members of society. From a socio-historical perspective, [@czaa038-B29], p. 10) argues that 'the mere existence of Canada's publicly funded health system is an indication of deeply held social values'.

In addition to being shaped by values, health systems are understood to *have* a social value. That is, it is argued that health systems can build social cohesion, capture a sense of national identity, reinforce progressive conceptualizations of social justice, shape citizens' understandings of their rights and entitlements or strengthen the relationships between citizens and the state ([@czaa038-B50]; [@czaa038-B48]; [@czaa038-B44]; [@czaa038-B74]). For example, [@czaa038-B50], p. 1461) states, 'rather than simply being shaped by the changing basis of societal values, a trusting and trusted health system can contribute to building wider social value and social order'.

However, despite these indicators of the ways in which social values shape health systems and are therefore central to understanding health systems change, the HPSR evidence-base on the role of social values in health systems is relatively weak. While there is much 'values-talk' in HPSR, there seems to be little research *focusing* on values in health systems. What evidence there is appears to be fragmented, with varied definitions and applications. For example, in publications by leading institutions such as the World Health Organization (WHO), the Alliance for Health Policy and Systems Research (AHPSR) and Health Systems Global (HSG), values are mentioned frequently but obliquely. The WHO's (2015) report on people-centred health services mentions values only as a caveat to its five recommended strategic directions, noting that strategies will need to account for local values.

Some researchers have suggested that rigorous empirical or conceptual HPSR work focusing on values remains very limited. [@czaa038-B81]) notes that the impact of social values on health policy decision-making remains unclear and is rarely recognized in a formal way. Similarly, [@czaa038-B48], p. 15) argue that 'despite widespread recognition of the importance of values, decision makers and stakeholders in health policy appear to disagree fundamentally over what values essentially are'. Prior to the publication of [@czaa038-B117] concept mapping of values in health policy, no study had sought to systematically unpack definitions, conceptualizations and applications of values in any area of work within HPSR. While [@czaa038-B117] made a valuable contribution, it was restricted to one aspect of the health system, so did not remedy the fragmentation of the evidence-base. Furthermore, while the review systematically analysed the concept of values, data collection was not systematic and findings were restricted to the conceptualization of values. To date, no study has systematically mapped the evidence on social values in HPSR. This is striking given that HPSR is a values-driven field ([@czaa038-B69]) and that, as HPSR is an emergent, interdisciplinary field, there is an acknowledged need to actively and consciously develop a common language through deliberation and consensus building around key concepts, theories and definitions ([@czaa038-B120]; [@czaa038-B67]). We therefore undertook a systematic mixed-methods evidence mapping the review of literature on social values within HPSR. The aim of this study was to describe the nature and distribution of HPSR theory and evidence on the topic, to identify gaps in the evidence-base and to suggest strategies to guide future research.

Methods
=======

Evidence mapping involves systematic synthesis, organization and interpretation of a broad range of literature or evidence, using rigorous and replicable data collection strategies ([@czaa038-B65]; [@czaa038-B23]; [@czaa038-B89]; [@czaa038-B32]). The approach is commonly used to describe the extent and distribution of literature on a topic, identify gaps and indicate areas for future research but can also be used to describe the range of study designs and methodological approaches used, and the topical areas covered, giving readers a base-line understanding of a body of evidence ([@czaa038-B25]; [@czaa038-B89]). As such, evidence mapping reviews do not seek to synthesize findings or establish the strength of evidence and, therefore, do not require the presentation of the results of included studies ([@czaa038-B4]). 'Mixed-methods review' is a label given both to research that combines a review with another data collection approach, such as interviews ([@czaa038-B60]) and to studies using review methodologies to collect both qualitative and quantitative evidence ([@czaa038-B98]; [@czaa038-B66]). Here, we use the latter approach---employing systematic, transparent and reproducible data collection strategies ([@czaa038-B66]; [@czaa038-B130]) to explore and describe a range of qualitative and quantitative research on a complex subject ([@czaa038-B98]).

As 'social values' is an abstract concept, used alternately with, and closely associated with related concepts, data collection and analysis were conducted iteratively, building the body of included literature in accordance with the researchers' developing understanding of key ideas and perspectives (see [@czaa038-B76449737]; [@czaa038-B151]). Searches were conducted systematically, with records kept of all searches. In keeping with the aim of the study, the review was limited to published peer-reviewed content, including internally reviewed reports from key institutions. To be eligible for inclusion, a paper needed to include 'social values' or a related term.

The search was conducted in five phases. Using an iterative multi-pronged data collection strategy is common for evidence mapping studies ([@czaa038-B65]; [@czaa038-B103]; [@czaa038-B24]; [@czaa038-B4]) and has been used previously in review studies of HPSR literature ([@czaa038-B85]). In all five phases, searches were restricted to items in English, published within the last 20 years (roughly coinciding with the recognition of HPSR as a distinct field; [@czaa038-B17]), although in Phases 3--5, this time limit was not strictly applied. The searches did not set geographic limits, although HPSR generally has a field-based focus on low- and middle-income countries (LMICs).

The first phase of the search strategy consisted of a scoping review for work referring to 'social values' in health policy processes and health systems. During this scoping phase, Google and Google Scholar were used, as well as informal consultation with field experts in public health and health policy and systems at the University of Cape Town, the University of the Western Cape, and the Institute of Tropical Medicine in Antwerp, to identify relevant materials.

In the second phase, a systematic search strategy was developed for use in the PubMed, in consultation with a subject librarian, on the basis of the scoping review. Two search strings were developed, the first comprising 'social values' and variations thereof. The second string was designed to limit results to material taking a health systems perspective and included field terms such as 'HPSR' and topic terms such as 'health system', 'policy', and 'planning' (restricted to title or abstract)[^1^](#czaa038-en1){ref-type="fn"} (see [Table 1](#czaa038-T1){ref-type="table"} for the full database search strategy). Due to the large number of results identified through the search, the 'most relevant' function was used to organize the results and the title and abstracts of the first 600 results were scanned, after which search results became less relevant. The reference and full text of 'possibly relevant' material were downloaded to EndNote.

###### 

Search strategy

  ------------------------- ------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- --------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- --------------------
  String 1: HPSR            MeSH terms                                                                                                                                                                                                                                              Health Policy OR Public Health Systems Research OR Health Planning                                                                                                                                                                                                                                                                                  In: title/abstract
  Free text                 health system OR healthcare system OR health care system OR health systems OR healthcare systems OR health care systems OR health policy OR healthcare policy OR health care policy OR health policies OR healthcare policies OR health care policies                                                                                                                                                                                                                                                                                                                                                       
  AND                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                   
  String 2: social values   Free text                                                                                                                                                                                                                                               Social values OR community norms OR cultural beliefs OR cultural norms OR cultural values OR dominant values OR national character OR national culture OR national identity OR political values OR public values OR shared values OR social beliefs OR societal norms OR societal values OR society norms OR society values OR value orientations   In: text word
  ------------------------- ------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- --------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- --------------------

The third phase consisted of a systematic search of the published outputs of 23 prominent HPSR authors.[^2^](#czaa038-en2){ref-type="fn"} Authors were identified through a Scopus-based meta-analysis of the most commonly recurring authors in a search for 'HPSR OR health policy and systems research', as well as the formative scoping review, field expert consultation and database search. Most relevant publications for each author were then found through Google Scholar, through title and abstract screening.

In the fourth phase, a targeted search of key HPSR journal content was conducted (drawing from a selection of 11 journals identified by field experts). Each journal was searched using the 'social values' search string, and the title and abstract screening was conducted.

Finally, we searched the publications lists of key HPS institutions---including the AHPSR, WHO, HSG and the Collaboration for Health Policy and Systems Analysis in Africa (CHESAI) as identified by the field experts---by searching within each institutional database for the phrases in the 'social values' search string.

Materials from all five phases were gathered into an Endnote database for full-text review. After the removal of duplicates, full-texts were screened to ensure the paper fell within the bounds of HPSR. Although the boundaries of the HPSR field are notoriously 'fuzzy' ([@czaa038-B51]; [@czaa038-B67]), other studies have successfully reviewed concepts and topics within HPSR by 'bounding' their reviews ([@czaa038-B101]; [@czaa038-B35]). This necessitates a certain level of subjectivity in selection of articles for inclusion. In this study, the following criteria served as guiding principles:[^3^](#czaa038-en3){ref-type="fn"} addresses system-level issues (exclude purely programmatic or disease-focus, unless as a 'tracer' for systemic issues); utilizes a prominent HPSR framework; one or more of the papers' authors list an institute or department focusing specifically on policy and systems as a primary affiliation; and published in a policy or systems-relevant journal (so already screened through editorial and peer review). For borderline cases, two additional criteria were considered: is the other work of any of the authors largely HPSR-focused?[^4^](#czaa038-en4){ref-type="fn"} and does the reference list include a number of key HPSR texts? As a general rule, a stated focus on health systems (or issues such as policy, planning or health services) was not considered sufficient for the item to be categorized as HPSR---unless it also met one other criteria.

Information from each included paper was extracted into a data extraction sheet, including: author names, publication date, publication source (e.g. journal), country of first author affiliation, topic, whether values was a main topic, disciplinary foundation and the country of focus of the research. Data were also extracted on the suggested, demonstrated or assumed relationship between social values and the health system (synthesized into a simple relationship, but with key quotes also captured to retain the nuance of the author(s)'s phrasing).

Results
=======

Full-text screening was conducted on 430 items, with 208 identified for inclusion and coding ([Figure 1](#czaa038-F1){ref-type="fig"}). The full data extraction sheet is provided as [Supplementary material](#sup1){ref-type="supplementary-material"}. A full list of reasons for exclusion is presented in [Table 2](#czaa038-T2){ref-type="table"}. Of the 222 excluded items, 90 were categorized as 'not HPSR'. Almost half of the papers excluded on this basis consider social values in relation to health care or health system reforms, indicating that moments of change are liable to spur values-based reflection among various health system stakeholders and observers. Taken as a whole, this body of works reaffirms the importance of values across a wide range of health, health care and health system issues.

![Flow diagram of study selection procedure and results](czaa038f1){#czaa038-F1}

###### 

Exclusions

  Reason for exclusion                                Number of papers
  --------------------------------------------------- ------------------
  Not HPSR                                            90
  Values not national/social                          41
  Insufficient information on values                  32
  Not national system focus (organizational/global)   27
  Disciplinary or focused on research practice        21
  No access to full text                              7
  Religion or theology                                4

The publication year of included papers spans 1994--2018, which coincides roughly with the formalization of HPSR as a field, as does the steady increase in distribution of papers over time. [Figure 2](#czaa038-F2){ref-type="fig"} presents the number of included papers per year, shown against a rough estimation of the growth in HPSR publications in general. The comparator graph---'social values' (top)---is based on a search for 'health policy and systems' and 'HPSR' and variations, conducted in Scopus. The similarity across the two trend-lines underscores the centrality of a values-orientation to the field of HPSR.

![Number of papers per year](czaa038f2){#czaa038-F2}

The terms used to denote social or population values are seen in [Table 3](#czaa038-T3){ref-type="table"}, along with the number of papers using those terms. Attempts to offer a definition of 'social values' were exceedingly rare. [@czaa038-B31], p. 294) define social values as 'the moral or ethical values of a particular society', while [@czaa038-B124], p. 208) conceptualize them as the 'distributive preferences of the public'. Conversely, [@czaa038-B48] offer a broader understanding that includes 'ideologies, interests, principles \[and\] goals' (p. 16). The social values cited in the papers are seen in [Box 1](#czaa038-BOX2){ref-type="boxed-text"}. The most commonly cited social values were equity and equality, solidarity, justice and fairness.

###### 

Terms used to denote 'social values'

  ------------------------------------------------------- ----
  Social/societal/society\'s values/value systems         86
  Shared/community/communal/collective values/norms       26
  Cultural/socio-cultural values/norms/beliefs            25
  Social/societal norms                                   18
  Public('s) values/attitudes/discourses                  18
  Political values/norms/culture/ideology                 15
  Dominant/predominant/popular/prevailing/common values   14
  Ideology/worldview                                      13
  Country/national/country X\'s values                    11
  Citizen/democratic values                               4
  Local values                                            3
  National culture/identity                               3
  Values-orientation                                      2
  ------------------------------------------------------- ----

The relationship between health systems and social values
---------------------------------------------------------

Across the included papers, connections are drawn between health systems and social values in various ways. We synthesized statements about the relationship between health systems and social values in terms of health system processes or functions and health system elements or dimensions. Relational statements were analysed in the same way whether presented as a finding of empirical research, or suggested or implied in an introduction or background section. The statements were synthesized into their constituent parts---usually a connection between a dimension or element of the health systems, and a particular function or process of the health system. For example, [@czaa038-B93], p. 278) states that 'collective values ... are important in the politics around the public--private mix of health expenditure' and [@czaa038-B108] argue that, by connecting to symbols that relate to broad social values, health system actors can develop political strategies that gain them additional leverage in policy debates. In other words, these authors suggest a relationship between social values and health expenditure patterns, or between social values and policy development, rather than between social values and health systems as such.

[Table 4](#czaa038-T4){ref-type="table"} shows the number of (included) papers suggesting a relationship between a particular health system dimension or element and the particular health system function or procedure. As this is a synthesis analysis, dimensions and functions named in very few relational statements are not presented. The most commonly suggested relationships are those between social values and the behaviour or decision-making of healthcare workers and managers. For example, [@czaa038-B136], p. iv15) show how 'implementation can be constrained by ... social norms shaping the interaction between providers and populations', while [@czaa038-B18] demonstrate that attempts to change implementer behaviour through information provision may have little impact because those behaviours are deeply ingrained through social norms. Many papers also draw out the relationships between social values and policy-maker decision processes---such as [@czaa038-B118], p. 5) suggestion that values 'constitute the normative lens through which political elites ... interpret and act upon social and political issues' and [@czaa038-B53], p. 6) claim that the 'outcomes pursued by public sector leaders are those judged as valuable by the public at large as well as by political stakeholders and policy makers'. A number of authors also identify a relationship between social values and the structure or framing of policies, such as [@czaa038-B48] demonstration that values can be used strategically in policy documents to declare values or demonstrate the prioritization of one value over a competing value.

###### 

Most commonly identified relationships

                                                   Health system dimension or element                           
  ------------------------------------------------ ------------------------------------ ---- ---- ---- --- ---- ----
  Health system process or function                                                                             
   Priority/agenda-setting                         29                                        6                  
   Behaviour/decision-making                                                            36        35       14   3
   Success/effectiveness/implementation/function   4                                         8         8        
   Change/reform                                   23                                        5                  
   Finance/funding/resource allocation             23                                                           
   Management/governance                           2                                    1                       
   Content/structure/framing                       20                                        30        9        2
   Perception/expectation                                                               2    1    8        4    10
   Goals/principles                                12                                   2    1    1    3        

*Note*: The darker grey indicates relationships identified more than 10 times, the lighter grey indicates relationships identified between five and 10 times.

Many authors identify an effect of social values on the health system as a whole through processes such as priority-setting, reforms and restructurings, financing and goal-setting. For example, [@czaa038-B6], p. 59) state that values 'shape the outcomes of health systems' and [@czaa038-B114] demonstrate that, in Norway, procedures have been put in place to establish shared values to inform prioritization decisions and ensure that they are in line with society's values and goals. Similarly, [@czaa038-B72] points out that values rooted in political traditions influence the organizational form of health systems and [@czaa038-B61] argues that social values influence the direction of health system change and determine pathways for change towards universal health coverage. Claims like these underlie the common perception that values shape health systems.

The number of papers suggesting a relationship between social values and citizens' expectations and perceptions in relation to health systems---such as [@czaa038-B91], p. 2) stating that public expectations are shaped by 'socio-political societal views on health as a human right'---is noteworthy and may indicate that social values constitute a mechanism by which health systems can be responsive to citizens. In the same vein, [@czaa038-B116], p. 891) observes that as market-based ideologies become dominant in health policy, 'these notions of fairness ... become the primary way of judging equity'---suggesting a values-based relationship between citizens and the framing of health policies such that the social construction of policies drives changes in the public's understand of what is fair and just in relation to health care. Similarly, [@czaa038-B50], p. 1458) states that social institutions, such as the health system, can 'promote' social values, stating, 'social and political institutions embodying these norms \[truthfulness, solidarity, fairness\] promote affective trust in societies by committing and enforcing upon all those involved in them a specific set of values'. However, like many of the relationships presented in the table, these claims tend to be only briefly suggested or implied in the included papers and not fully justified or explained. This analysis suggests that while the influence of values is acknowledged across a diverse array of system dimensions and functions, mechanisms of influence are rarely explicitly stated or fully explored.

Topical foci and frameworks
---------------------------

We applied thematic analysis to identify the topics or areas of work in which reference to social values is most commonly made. The analysis resulted in the identification of 11 recurring topics across the included studies. The most common topic was 'priority-setting' (*n* = 38/208), which is indicative of widespread acknowledgement in HPSR that health systems are significantly shaped by resource-distribution decisions, which in turn are underpinned by social values. As [@czaa038-B16], p. 541) note, 'rationing mechanisms reflect several underlying ethical theories \[that\] should reflect societal values'. Other significant categories include health policy development, implementation or evaluation, health system analysis (including evaluation) and health system reform---collectively making up almost half of all papers. [Table 5](#czaa038-T5){ref-type="table"} shows the number of papers identified within each topic category.

###### 

Number of papers within each topic category

  --------------------------------------------------------------------------------------------------------------------------------------------- ----
  Priority-setting (including cost-effectiveness analysis, health technology assessment, economic evaluation, rationing, resource allocation)   43
  Health system analysis (including structure, evaluation, resilience, responsiveness, trust, complexity and context)                           36
  Policy analysis (including agenda-setting, process, development, evaluation)                                                                  33
  Health system reform                                                                                                                          26
  Service delivery (including patient-provider relations, implementation, trust, provider behaviour, training and motivation)                   16
  Service delivery (including planning, management, accountability)                                                                             14
  Public participation (including values and preferences, mechanisms)                                                                           9
  Governance and leadership                                                                                                                     9
  Health finance (including contracting, funding mechanisms)                                                                                    9
  Knowledge translation (including research to policy)                                                                                          8
  Equity (including access to services)                                                                                                         5
  --------------------------------------------------------------------------------------------------------------------------------------------- ----

The frameworks and conceptual tools available to researchers can influence the type of research conducted and the extent to which that research incorporates particular ideas and concepts. We mapped the frameworks used in the included papers. The most commonly used framework is Sheikh *et al.*'s illustration of different perspectives of the subjects of inquiry within HPSR. This framework offers a conceptualization of policy decisions as an outcome of an interplay between health system hardware elements (such as human resources, finance) and health system software elements (including ideas, power and values and norms), within social and political contexts ([@czaa038-B120]). The framework is cited in nine included papers,[^5^](#czaa038-en5){ref-type="fn"} including, for example [@czaa038-B41] theoretical exploration of health systems governance, which argues that governance should be informed by, and align with, the values and principles that shape the system.

[@czaa038-B31] present a conceptual framework for exploring the role social values play in health priority-setting that is cited in eight included papers.[^6^](#czaa038-en6){ref-type="fn"} In one, [@czaa038-B125] apply the framework to understand the role of social values in the reform of Thailand's Universal Health Coverage plan in 2009--10. The authors conclude that, despite efforts to make the decision-making process 'transparent, participatory, systematic and evidence-based', values such as welfarism, ethics and equity influenced prioritization decisions, particularly through deliberations among decision-makers ([@czaa038-B125], p. 338, 340). The Clark and Weale framework not only presents a defined list of social values but also offers a list of sites in which those values are likely to be seen within decision-making processes ([@czaa038-B31]) and is thus readily operationalized by analysts.

Another noteworthy framework, [@czaa038-B135] Health Policy Analysis (HPA) Triangle, was presented as a response to a tendency in HPA to focus on the content of policies, at the neglect of factors such as actors, process and context and the interactions between them. While the framework does not explicitly list social values as a contextual factor, 'it understands ... policy processes to be contested, involving multiple actors, with different concerns, interests and values' ([@czaa038-B57], p. 12). The framework is employed in five included papers,[^7^](#czaa038-en7){ref-type="fn"} including a prospective policy analysis of suicide prevention in Sri Lanka to develop feasible policy solutions that align with existing values and interests based on expert panel discussions by [@czaa038-B100].

[@czaa038-B132] HSDF is noteworthy in that it considers the role of values in relation to the health systems as a whole (rather than one dimension or aspect of the system). However, the HSDF positions 'values and principles' externally to the health system elements, more distal than even 'context', and does not include any particular linkages between 'values and principles' to any other system elements. This framework informs three reviewed papers,[^8^](#czaa038-en8){ref-type="fn"} including a conceptual study on attributes for health system performance assessment that finds the relationship with societal values to be a key attribute of such assessments ([@czaa038-B126]). While the presence of such frameworks in the evidence-base reaffirms the centrality of social values to HPSR, this analysis also suggests that more easily operationalized frameworks might do more to facilitate rigorous empirical research on the topic (discussed further below).

Methodological approaches to social values research
---------------------------------------------------

To better understand the range of possible methodological approaches used in work on social values, we extracted data on the methods used in each paper---presented in [Table 6](#czaa038-T6){ref-type="table"}.[^9^](#czaa038-en9){ref-type="fn"} The papers were fairly evenly divided between empirical (*n* = 103/208) and non- or loosely empirical[^10^](#czaa038-en10){ref-type="fn"} papers (*n* = 105/208). Within the 103 empirical papers, a wide range of methodological approaches were evident. Most (more than three quarters) were purely qualitative, with 12 quantitative studies and 13 mixed-methods studies identified. The qualitative studies mainly applied primary/field-based (e.g. process evaluations, ethnographies or action research) rather than secondary/desk-based approaches (e.g. document analysis, discursive methods and qualitative surveys). Review and synthesis and case study approaches were fairly ubiquitous across both the empirical and non-empirical studies.

###### 

Methodological approaches

  Method                                                                                                                                   Empirical   Not empirical   Total
  ---------------------------------------------------------------------------------------------------------------------------------------- ----------- --------------- -------
  Qualitative---field (interviews, process evaluation, public deliberation, focus-group discussions, participatory methods, observation)   41          3               44
  Case study or descriptive piece                                                                                                          29          15              44
  Review or evidence synthesis                                                                                                             25          19              44
  Editorial, commentary, introduction                                                                                                      0           25              25
  Reflection, perspective, opinion piece                                                                                                   0           25              25
  Conceptual and theoretical, framework development or testing                                                                             0           16              16
  Qualitative---desk based (document analysis, policy analysis, discourse analysis, qualitative survey)                                    12          0               12
  Quantitative                                                                                                                             11          0               11
  Mixed methods                                                                                                                            10          0               10
  Protocol development or methodological piece                                                                                             0           5               5

Very few of the included papers report on studies seeking explicitly to investigate values (*n* = 48/2018). We found only 24 empirical papers explicitly focused on values in health systems,[^11^](#czaa038-en11){ref-type="fn"} and only eight of these were about LMICs. A table summarizing the aims, methods and findings of these papers is available as [Supplementary material](#sup1){ref-type="supplementary-material"}. Most of the empirical values-focused papers are either assessments of the values of health policy stakeholders or analyses of values in policy documents or decision-making. The former set mostly uses data from surveys or questionnaires (using both qualitative and quantitative analysis approaches), interview or focus-group discussions, or literature or document review to collect data on the values of users and citizens, healthcare workers and civil servants, or policy and decision-makers. While most of the empirical values-focused work uses qualitative approaches, four of the papers in this set were quantitative. For example, in a study on social solidarity in South Africa, [@czaa038-B63] conducted interviews with 1330 civil servants in the health and education sectors and found that some cultural groups had more accepting attitudes towards cross-subsidization than others. The authors suggest that understanding how social relationships and cultural identities shape values is central to achieving values-oriented reform ([@czaa038-B63]).

Similarly, in an empirical study aimed at developing a clearer conceptualization of trust in health systems, [@czaa038-B2] use focus-group discussions and a public opinion telephone survey to better understand the values of Canadians in relation to the health system. The authors find that individuals value collaboration and alliances with health providers that build trust and note that this relationship can be extended to one between individuals and governments as health system actors ([@czaa038-B2]).

The papers exploring the role of values in decision-making processes mostly rely on data from document and literature reviews or interviews with decision-makers, or a combination thereof. For example, [@czaa038-B49] use a review of Canadian health policy documents to explore how ethics frameworks are used in Canadian policy documents. They find that, while there are many common values elements across policy documents, no two documents use the same framework and few documents attempt to justify the chosen values framework. Most of the papers in this category are applications of the [@czaa038-B31] framework for social values in priority-setting (see below). These papers tend to combine interviews with document and literature reviews to gather data on the role of values in specific priority-setting decisions, which can then be analysed using the framework. For example, [@czaa038-B125] use document review to understand the role of social values in coverage decisions for Thailand's Universal Health Coverage plan and triangulate their findings through personal communication with decision-makers and other key stakeholders.

A small number of the empirical values-focused papers seek to establish or describe a relationship between social values of stakeholders and health system outcomes or characteristics. These papers use survey data, case study approaches, interviews or a combination thereof to explore the health system impact of prevailing social values. For example, [@czaa038-B75] explore the effect of value congruence between society and social institutions, and its effect on public acceptance of prioritization decisions and trust in the health system at large. The authors compare across the UK, Germany and France using survey data and document review. As a whole, the analysis of methodological approaches, particularly with regard to values-focused empirical studies, suggests that research on the topic is relatively labour and resource intensive, often combining methodological approaches spanning field-work, large-scale data collection through surveys and documentary analysis.

A large number of papers (160/208) do not focus specifically on values but nonetheless mention values in the introduction or background sections---as foundational or contextual knowledge---or as knowledge necessary to interpreting, understanding or explaining the findings. This suggests that, in many cases, it is necessary to incorporate an understanding of social values and their role in health systems in the interpretation of evidence on other topics. For example, [@czaa038-B134] use questionnaires and in-depth interviews to investigate how South African nurses in urban Community Health Centres experience the implementation of the free care policy. The study reveals that values influence nurses' experiences of, and responses to, policies and the authors conclude that, to make sense of nurses' practices, it is necessary to understand them as social actors within social, historical and professional contexts ([@czaa038-B134]).

The non-empirical and 'loosely empirical' papers reviewed included perspectives and opinion pieces; editorials and commentaries; non-systematic reviews, conceptual and theoretical discussions and framework development pieces; descriptive pieces; and methodological guidelines and protocols. As with the empirical papers, about a quarter (*n* = 24/105) were explicitly focused on values, a third of which were 'loosely empirical'. For example, [@czaa038-B115] use policy documents, social observations and personal experience to explore how Sweden's social and political context ensures that two core Swedish values (*jamlikhet*/equality and *trygghet*/security) influence national health policy-makers, resulting in system-wide resilience to outside pressures for change. The authors argue that 'core social values tied to national culture play an essential role in defining both the structure of existing health sector institutions and the range of feasible policy options with which to modify these institutions' ([@czaa038-B115], p. 255).

Another example is a book review by [@czaa038-B105], in which he argues that Canada's deep-rooted social values, reflected in their national health system, underlie the country's historical opposition to external cultural influences. However, he also cautions that changes in the structure of health systems have the capacity to undermine national values ([@czaa038-B105]). The analysis of methodological approaches suggests that the relative lack of empirical values-focused research, particularly in LMICs, may reflect the resource-intensive nature of the types of methodologies commonly used in this type of work.

Geographic distribution---country of focus and first author affiliation
-----------------------------------------------------------------------

The politics of where and how HPSR knowledge is produced has been a growing concern within the field in recent years ([@czaa038-B17]; [@czaa038-B57]; [@czaa038-B45]). To better understand the geographic distribution of the HPSR evidence-base on social values, we mapped the country of focus for each article by geographic region ([Figure 3](#czaa038-F3){ref-type="fig"}). This reveals a significant proportion of the research focuses on Canada, the USA and the UK, which together account for nearly a third of all research on social values in health systems. With 11 included papers, South Africa is noteworthy as the only middle- or lower-income country in which a relatively significant body of research has emerged.

![Geographic mapping by region](czaa038f3){#czaa038-F3}

This uneven distribution is more acute when the evidence-base is analysed according to the institutional affiliation of the first author of each study as a proxy for the geographic origin of the paper. Authors from Canada, the UK and the USA represent more than half of all the first authors, and less than a quarter of all papers had first authors based in Africa (excluding South Africa), Asia and the Middle East. Once again, South Africa is comparatively well represented (*n* = 21/208 papers). When classified according to World Bank income classifications ([@czaa038-B140]) rather than regional groupings, similar trends emerge, with most included papers focusing on HICs, and only five and eight papers produced by authors at institutions in low-income and lower--middle-income countries, respectively ([Figure 4](#czaa038-F4){ref-type="fig"}).

![Geographic mapping by income group](czaa038f4){#czaa038-F4}

A quarter of the included papers did not focus on any specific country, region or income bracket. These articles are largely non-empirical pieces or global reviews and tend to make general claims about the nature of health systems that may be interpreted by readers as universally applicable. Almost all of these papers were written by authors based in high-income (*n* = 44/208) or upper--middle-income countries (*n* = 7/208).

This analysis classifies papers according to the institutional affiliation of the first author only, so may not accurately represent the geographic distribution of all the authors contributing to the evidence-base. To account for this, we also conducted an analysis of the most commonly recurring authors, irrespective of authorship position. [Figure 5](#czaa038-F5){ref-type="fig"} gives the number of empirical and other papers contributed by each author (excluding those with only one or two contributions). Many well-renowned HPSR authors are shown to have made a substantial contribution to the evidence-base, reaffirming the importance of social values to health systems research. Unsurprisingly, however, most of these authors are from high- or upper--middle-income countries. Only three of the authors contributing three or more papers to the evidence-base are affiliated with institutions in low- or lower--middle-income countries.

![Number of papers per author](czaa038f5){#czaa038-F5}

The geographic mapping suggests that paying attention to social values in relation to health systems is fairly ubiquitous---with research identified across all geographic regions---but unevenly distributed. In addition, much of the research on this topic is led by out-of-country actors.

Discussion
==========

This study reviews the HPSR evidence on social values in health systems. While data collection was conducted systematically, the iterative, multi-phase search approach may have inadvertently missed some relevant literature. In addition, the designation of particular papers as either HPSR or not is necessarily subjective and, although steps were taken to ensure this was done according to predetermined criteria, other researchers may have interpreted the criteria differently. Finally, the purpose of an evidence mapping review is to provide a broad assessment of the 'state of evidence' on a particular topic. The purposively broad review therefore has limits in terms of depth of analysis---for example we do not compare or assess particular findings from empirical papers or assess the 'best' health systems intervention involving the manipulation of social values.

Despite these limitations, the study reveals significant geographic, methodological and conceptual gaps in the literature and suggests that these gaps have significant consequences for the development of this field of study.

Geographic gaps: the importance of context-specific and embedded research
-------------------------------------------------------------------------

The geographic mapping reveals significant gaps in the evidence-base with respect to research focusing on Eastern Europe, Latin America, South Asia and the Middle East (with respect to evidence published in English). This geographic distribution indicates a failure to adequately explore the important role that social values play in the development and strengthening of health systems in these regions, and LMICs generally. This is problematic for a number of reasons.

First, evidence of the role values play in health systems is likely more valuable and necessary for LMICs. While all health systems are inherently relational ([@czaa038-B20]; [@czaa038-B44]; [@czaa038-B22]; [@czaa038-B52]), there is evidence to suggest that relational factors such as values might matter more in LMICs and fragile and conflict affects states where formal mechanisms and systems hardware may be weaker ([@czaa038-B99]; [@czaa038-B14]). In addition, values-based health systems could play an important role in strengthening social and political institutions in these contexts. Evidence for the relationship between strong health systems and the development of just, democratic and cohesive societies is growing ([@czaa038-B43]; [@czaa038-B84]; [@czaa038-B83]; [@czaa038-B139]). For example, [@czaa038-B74] draw on literature conceptualizing health systems as social and political institutions to develop a logic model for the contribution of the health system to social cohesion, state-building, solidarity and public trust in the state. Similarly, [@czaa038-B87] have demonstrated that the commercialized nature of the South African health system has undermined government's efforts to institute reforms that would contribute to social development and social cohesion. This suggests that more inequitable, less cohesive societies have that much more to gain from evidence-based efforts in health systems strengthening that acknowledge the central role of values and relational factors.

Second, context-specific knowledge is essential. While social values are a central dimension of any health system, both the nature of the values themselves and the extent of their influence will vary between contexts. For example, [@czaa038-B107] argues that policy actors in Burkina Faso tend to prioritize efficiency over equity in the implementation of public health policies, largely because inequity has not been seen as a public policy issue in that context. In Thailand, [@czaa038-B127], p. S58) found that decision-makers felt that the public would simply not accept priority-setting decisions based on economic evaluation if 'the societal values of equity or justice were not incorporated into decision-making'. Similarly, while libertarian values of choice and freedom underlie the USA's market-based health financing system ([@czaa038-B116]; [@czaa038-B108]; [@czaa038-B112]), in neighbouring Canada the universality of the health system is a point of national pride ([@czaa038-B104]; [@czaa038-B13]; [@czaa038-B48]; [@czaa038-B34]). This suggests that dominant values may differ between settings and, therefore, affect health system change in different ways. For this reason, as with most HPSR, findings about the way values operate in one context may not be directly generalizable and gaps in the evidence-base can only be filled with context-specific research ([@czaa038-B15]; [@czaa038-B51]).

Relatedly, given the well-established importance of a deep understanding of contextual realities and local value systems to conducting rigorous HPSR ([@czaa038-B119]; [@czaa038-B46]; [@czaa038-B38]; [@czaa038-B64]), the mal-distribution of literature may also point towards a failure to adequately harness the existing capacity of LMIC researchers with deep tacit knowledge of their local contexts ([@czaa038-B64]). This tacit knowledge is all the more valuable in under-researched contexts, for which there is likely very limited secondary data capturing contextual complexities.

The limited evidence on social values in LMICs is often produced by researchers based outside of the country they are researching. We identified a significant over-representation of authors from high-income countries in this regard, with a large proportion of the evidence-base being produced by authors in Canada, the USA and the UK. This dominance is widely acknowledged as troubling within HPSR---a research field that 'should be driven by understanding of local contexts' ([@czaa038-B15], p. 1), with the specific aim of contributing to health systems strengthening in LMICs ([@czaa038-B5]; [@czaa038-B64])---reflecting global power imbalances in knowledge production ([@czaa038-B21]; [@czaa038-B58]; [@czaa038-B141]; [@czaa038-B64]).

While out-of-country researchers can, and regularly do, produce relevant and rigorous health systems evidence within LMICs, such evidence may be less likely to directly impact policy-making in those contexts. Evidence shows that embedded researchers are both more likely to have in-depth and nuanced knowledge of the system and the political and cultural context, and to be able to 'see' what is tacit or un-spoken ([@czaa038-B42]; [@czaa038-B96],[@czaa038-B97])---as values often are.

Furthermore, research is more likely to be taken up by decision-makers and practitioners when produced by actors embedded in, or with existing relationships within, the country ([@czaa038-B10]; [@czaa038-B30]; [@czaa038-B47]; [@czaa038-B64]). As such, work conducted by researchers who are not embedded in the context may be less relevant and have a more limited effect on health systems strengthening. Recognition of this has spurred growing interest in embedded research approaches in HPSR---in which researchers position themselves as *part of* the health system and build trust-based relationships with policy-makers and implementers over time, to ensure that research questions are informed by real-world evidence needs, and to open communication channels for the feedback of findings that inform practice ([@czaa038-B45]; [@czaa038-B9]; [@czaa038-B97]). In addition to the large body of work produced by out-of-country researchers, only one included study reported using an embedded research approach ([@czaa038-B55]).

The findings from this review mirror broader trend in HSPR. Despite the acknowledged need for HPSR about and from LMICs, the bulk of evidence currently tends to be produced in, and focused on, developed country contexts ([@czaa038-B58]; [@czaa038-B5]; [@czaa038-B15]; [@czaa038-B39]; [@czaa038-B64]). Furthermore, the limited capacity for HPSR in LMIC contexts---the effect of structural and systemic barriers---results in an unfortunately high proportion of LMIC-focused HPSR being conducted by out-of-country researchers ([@czaa038-B4]). This status quo is particularly problematic given the need for a thick understanding of local contexts in HPSR ([@czaa038-B58]; [@czaa038-B54]; [@czaa038-B51]) and is all the more concerning with regard to the study of social values, which arguably demands a deep understanding of local social and norms and cultural dynamics.

Methodological gaps: the need for more empirical research and the potential of methods rooted in social sciences
----------------------------------------------------------------------------------------------------------------

There are also significant gaps in the evidence based with respect to the range of methodological approaches employed in research on social values. First, as discussed above, a large proportion of the evidence-base is not empirical and only a fifth of the empirical studies are asking research questions about values in health systems. Furthermore, we only identified seven empirical papers focusing on social values in LMICs. These findings mirror that of [@czaa038-B58], who reviewed work analysing health policy processes and found that fewer than half of the included studies were empirical studies focused on LMICs.

The almost even split between empirical and non-empirical work on the topic is concerning because, while rigorous conceptual or theoretical work is important and should not be under-valued ([@czaa038-B15]; [@czaa038-B120]; [@czaa038-B51]; [@czaa038-B38]), this theory must be informed by empirical literature from a broad range of contexts and, as noted above, theory developed on the basis of empirical work from a limited range of contexts is unlikely to be widely relevant. The paucity of empirical, values-focused research on LMIC settings indicates a risk that the growth of the theoretical evidence-base out-strips the empirical work from LMICs, resulting in a body of theoretical literature that is not sufficiently reflective of LMIC realities.

Similarly, the shortage of embedded approaches and in-country perspectives shaping the literature, which forms the foundation for conceptual development and discourse-building, risks the development of theory that fails to reflect local realities ([@czaa038-B38]). As almost all of papers of purportedly general relevance (i.e. without a particular country of focus) were first-authored by researchers in high-income countries, there is a potential for 'conceptual capture'---promulgating a particular perspective that may not adequately reflect the realities of LMIC settings ([@czaa038-B49]; [@czaa038-B117]). Producing empirical HPSR evidence on the role of values in health systems through context-specific research in under-researched settings is necessary to strengthen the evidence-base and inform representative theory.

The large number of non-empirical and loosely empirical papers making reference to social values suggests that commentary and reflective-type publication formats allow HPSR authors to explore underlying assumptions or beliefs about values that would require a significant burden of proof if they were presented in empirical papers. Interestingly, of the authors contributing the most papers to the evidence-base, almost a quarter of those contributing three or more papers do so entirely through non-empirical or loosely empirical papers, suggesting, perhaps, that these ideas inform the author's thinking, but nonetheless are not considered appropriate subjects for empirical research.

However, the limited number of empirical papers focusing explicitly on values is also likely a reflection of the relatively resource intensive nature of this work. Most of the empirical, values-focused papers utilize large-scale survey data in combination with interviews with healthcare workers or decision-makers, and/or review of policy documents, decision-making records or academic literature. These are relatively labour- and capacity-intensive research approaches that may well necessitate both a significant number of researchers on the team and substantial funding to support them. Furthermore, in some contexts, relevant survey data may not be available and availability of documentary records from decision-making processes is dependent on the extent to which these processes are transparent. In these settings, empirical research on values would require additional resources to conduct surveys and interview decision-makers---and may well be impossible.

There is also a paucity of work drawing on social science methodologies. This is somewhat surprising given that a fundamental feature of HPSR is that it draws on a wide variety of concepts and methods from social sciences to explore complexity ([@czaa038-B54]; [@czaa038-B119]), precisely because these approaches can help researchers tackle complex topics where multiple interpretations are possible ([@czaa038-B54]; [@czaa038-B128]), such as the relationship between social values and health systems. In addition, there is existing work on health systems and social values within the social sciences that is largely ignored in this evidence-base. For example, there is a body of work in medical anthropology that uses ethnography to understand how health systems influence citizens' understandings of their rights and entitlements in relations to the state (see for example, [@czaa038-B1]; [@czaa038-B33]; [@czaa038-B102]).

This gap is likely a reflection of the well-established 'disciplinary capture' in the field of HPSR ([@czaa038-B120]). While HPSR is characterized as a necessarily trans-disciplinary field ([@czaa038-B119]; [@czaa038-B17]), many authors have commented on the persistent schism between positivist research with generalizable results and relativist research in which context specificity is key ([@czaa038-B106]; [@czaa038-B54]; [@czaa038-B51]; [@czaa038-B67]). As a result of a growing need, largely funder-driven, to easily appraise the 'quality' of qualitative work (and therefore its readiness to directly inform policy) through assessments of 'sampling, coding, validity, reliability and generalizability' ([@czaa038-B129], p. 75), there is a tendency in the field to valorize research reflecting positivist knowledge paradigms and forms of qualitative social science research that are more readily quantifiable ([@czaa038-B120]; [@czaa038-B128]). In addition, it has been suggested that, in some settings, particularly LMICs, there is a limited capacity to undertake rigorous qualitative research ([@czaa038-B77]). This is acknowledged to result in the under-utilization of social science methodologies, and attendant knowledge paradigms, limiting the capacity of the field to conduct rigorous research on software factors ([@czaa038-B54]; [@czaa038-B120]; [@czaa038-B51]). Purposeful efforts to counter these forces, and actively draw on methodologies from the social sciences, may be necessary in developing the empirical evidence-base on the topic.

Conceptual gaps: definitional clarity and the need for conceptual frameworks and theory
---------------------------------------------------------------------------------------

A lack of definitional and conceptual clarity is apparent. As noted, very few included papers offered a definition or explanation of 'social values' and no common definition was used across any of the papers. In addition, the definitions and explanations that are presented vary considerably. While a fixed, universal definition of the term is perhaps neither necessary nor desirable---because hasty concretization of a term risks 'constraining the ... natural development of the field' ([@czaa038-B120], p. 5)---given scope of the evidence-base, and the fact that values have been considered central to HPSR since its inception, it is surprising that no consensus framings have emerged.

In addition to definitional issues, there is a general lack of specificity in the evidence-base with regard to the mechanisms or pathways through which values impact health system change. In the synthesis of statements about the relationship between health systems and social values, a large proportion of the relational statements drew a connection between some element or function, and the health system as a whole. Such statements do not specify any particular dimension of the health system and, therefore, make it difficult to identify the causal mechanism at play.

Similarly, the prominent conceptual frameworks identified rarely indicate how analysts can or should identify the influence of values. The Clark and Weale Framework for priority-setting (2012) is the exception, as it not only presents a defined and concise list of social values but also offers a comprehensive framework for analysis of those values---comprising a list of sites in which those values are likely to be seen within decision-making processes. In other words, the framework tells the researcher how it should be applied in analysis. The Clark and Weale framework seems to have given rise to a significant number of studies employing similar methodologies across a range or contexts, and therefore producing comparable results.

The other three dominant frameworks, however, seem to be used (within the body of included literature, at least) more conceptually---often combined with other frameworks and conceptual tools to inform or justify a particular understanding of health systems. In the case of the HPA Triangle framework, this is somewhat surprising, given that the framework does offer an approach to analysis. However, both the HPA triangle ([@czaa038-B135]) and the hardware/software distinction ([@czaa038-B120]) constitute heuristic devices encouraging analysts to consider the effect of values and other software factors on the behaviour of health policy actors but do not indicate *where* analysts should look. By positioning values as external to the rest of the health system, the HSD framework ([@czaa038-B132]) indicates the importance of values but does not indicate where this effect might be seen, nor suggest mechanisms or pathways of influence. By offering a common conceptual tool to organize research and analysis, frameworks can enable more rigorous research on particular topics ([@czaa038-B51]). It seems, however, that the frameworks evident in the HPSR literature on social values achieve this only to a limited extent.

While the value of conceptual frameworks for making sense of complexity cannot be overstated, this review suggests that the operationalization of the existing frameworks might encourage or enable further empirical work on the relationship between social values and health systems and that the lack of such a framework presents a significant gap in the literature. One strategy for expanding the empirical evidence-base on the topic, therefore, may be to develop the available conceptual frameworks to be more readily operationalized.

The importance of values in HPSR
--------------------------------

Despite significant gaps in the HPSR evidence-base on social values, the substantive body of evidence reveals the myriad of ways in which social values shape health systems and affirms that values are seen as central to understanding health system change across a broad range of HPSR literature---in keeping with broader literature described in the introduction ([@czaa038-B51]; [@czaa038-B120]; [@czaa038-B119]). The scale of the evidence-base---seen in the relatively large number of papers referring to social values---as well as the scope of included papers (with reference to social values made across a diversity of areas of work), confirms that social values are a key concept within HPSR.

As suggested in the introduction, values were found to be used as explanations for health system change with respect to governance, implementation, interpersonal relationships between system actors, policy decision-making and health system change and reform. However, we also identified a significant body of work on the role of values in priority-setting and a number of papers on financing, planning and management, public participation and knowledge translation. The particular prominence of values in work on priority-setting, health systems analysis, health systems reform and policy analysis indicates that, in these areas of work, the explicit consideration of values is becoming normalized, and perhaps expected, as an indicator of a thorough analysis.

In addition, the centrality of social values to understanding and conceptualizing health systems functioning, posited by key HPSR authors ([@czaa038-B120]; [@czaa038-B51]), is confirmed by the match between the growth of HPSR literature on social values and HPSR literature more generally. Finally, the large proportion of papers that are not specifically focused on social values, but nonetheless use social values either as foundational or background knowledge, or in the discussion and conclusion, confirms the foundational role play in the field---indicating that reference to social values is often necessary background or contextual information for demonstrating the substantive relevance of an HPSR research question, describing the context in which the systems or policy problem exists, or interpreting the relevance of the study findings---even when values are not the subject being researched.

Simultaneously, theory and evidence are emerging on the *nature* of the relationship between citizens and the health system---evident in papers making causal claims about the influence of health system on social values. This literature suggests that, in strengthening health systems through research paying close attention to 'ideas, interests, values, norms and relationships', we can harness the power of health systems to build more equitable societies ([@czaa038-B119], p. 2).

Strengthening the HPSR evidence-base on social values
-----------------------------------------------------

To this end, the review points to a number of strategies for strengthening the HPSR evidence-base on social values. As a research community, HPS researchers, funders and guiding institutions must strive to harness the capacity of researchers in low-income and under-researched settings to strengthen the evidence-base of empirical work on social values conducted by in-country or embedded researchers with deep contextual knowledge of those settings.

In addition, HPS researchers should consciously strive to meet the trans-disciplinary aspirations of the field and actively draw on social science methodologies in their work. However, it must be recognized that many of the methodologies that allow researchers to conduct high-quality empirical work on values may well be particularly resource intensive, requiring longer study timelines and large-scale data collection efforts. Such resource and data intensive research is likely more challenging in LMICs, where not only is funding more constrained, but also decision-making processes more opaque, and less likely to be captured in publicly available documents.

Conceptual tools that are easily operationalized and relevant across distinct areas of work within HPSR are necessary to building consensus framings and common language and will likely facilitate and encourage empirical research. However, researchers doing conceptual and theoretical work must strive to ensure that their work is founded on quality empirical research from diverse contexts and adequately represents the complex realities of LMICs. As the theoretical and empirical evidence-base grows, this knowledge should be used to inform the development of operationalizable frameworks that will support rigorous future research on the subject.

Strengthening the evidence-base will also require countering the still pervasive ideas about research hierarchies that valorize research centralizing health system hardware and reflecting positivist knowledge paradigms as more rigorous and of higher substantive relevance. Research needs not have a direct policy influence to be valuable, and rigorous social science conducted from a relativist perspective can indirectly bring about system change or provide crucial conceptual tools that shape policy-makers' assumptions and contribute to health systems strengthening.

Conclusion
==========

In 1977, a study of health systems research and innovations published in *The New England Journal of Medicine* concluded that 'there is little reason to expect such research to produce major alterations in the system, since these alterations are linked to changes in the values and expectations of society' ([@czaa038-B78], p. 423). Since then, however, HPSR has emerged as a trans-disciplinary field of study with capacity to understand health systems as complex people-centred systems and to produce evidence on values that contributes to stronger, more just health systems and societies.

To realize this potential of values-focused research; however, it is necessary to strengthen the body of evidence on values in health systems. This will require overcoming the systemic barriers within the field that result in imbalances in knowledge production between high-income and LMIC countries, seeking specifically to enable further empirical and conceptual work in low-income, under-researched contexts. Promoting empirical research on values in LMICs that can be used to inform representative and rigorous theory on the subject of values in health systems is also key and will lay the foundation for the development of consensus framings, and operationalizable frameworks to support future work. In addition, it will be necessary to recognize the deep contextual knowledge of embedded researchers as a significant intangible asset in research endeavours and invest in embedded research projects that take a longitudinal perspective and draw on social science methodologies. This also entails actively countering pervasive ideas about research hierarchies that prize systems hardware-focused studies using positivist methodologies as more substantively relevant or rigorous. As this review has shown, values play a central role in health system change and, a better understanding of this role will enable HPS researchers and practitioners to more effectively harness the power of values for progressive health system change.

Supplementary Material
======================

###### 

Click here for additional data file.

To keep the scope of the search manageable, and sufficiently sensitive to identify material on social values in relation to health policy and systems, a decision was made to restrict the first search string to title or abstract. This approach successfully excluded material that may mention health policy or systems, but that is primarily clinical, epidemiological or economic.

Twenty-three key authors in the field: A Ghaffar, L Gilson, B Pratt, S Bennett, F El-Jardali, S Theobold, A George, A Mills, T Mirzoev, N Tran, I A Agyepong, M Bigdeli, B Marchal, D H Peters, B Uzochukwu, T Adam, G Boom, K Daniels, U Lehman, S Molyneux, SAbimbola, K Sheikh and A A Hyder.

Many but not all the included papers met the initial four criteria. A few of included items met only two of these criteria.

This is an additional criterion because, for the most part, inclusion was decided on a case-by-case basis---i.e. a paper from a particular author might be excluded even if other work by that author was included.

[@czaa038-B3]), [@czaa038-B6]), [@czaa038-B41], [@czaa038-B55]), [@czaa038-B76]) and [@czaa038-B119],[@czaa038-B121]).
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[@czaa038-B6]), [@czaa038-B126]) and [@czaa038-B131],[@czaa038-B133]).

These data were captured as presented by the author in the abstracts or method section of the paper. For many papers, more than one method was used. As such, the totals in this table exceed the total number of papers included in the review.

These were categorised as either non-empirical or loosely empirical to capture the distinction between opinion pieces, editorials or commentaries and articles in which methods and findings are not explicitly laid out, but which are nonetheless presented as based on common knowledge, existing evidence or personal experience.

It must be noted that categorising a study as 'about' values is subjective---a study may have sought to explore values through a particular lens and the title, and therefore the focus on values may not be reflected in the title or keywords, or made explicit in the methods. For this reason, papers were categorised as 'about' values, only if this was made explicit in the title, abstract or methods.
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Box 1 Commonly cited valuesEquity and equality, solidarity, justice and fairness, access, autonomy, accountability, choice, transparency, participation and representation, efficiency, universality and non-discrimination, respect, quality, effectiveness, trust and dignity
